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Our Day 
 

Revisit and affirm Ground Rules 

 

Who we are, what we want to get from the day  

 

Programme review and housekeeping/breaks 



Focus  

 
• Explore the role of everyone in  embracing Human Factors  and specifically 

the relationship to service and quality improvement  

 

• Examine the significance of compassion and safety  for the cared for and  
care givers 

 

• Discuss how human factors awareness/understanding (Board/frontline) 
can build emotional and organisational resilience,  to support staff in their 
care giving role 

 

• Outline the recent work of the National Quality Board to establish ways of 
integrating human factors understanding and application in the NHS 
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Housekeeping 
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Ground rules on offer 



 
 
 

Introductions  

• Name 

 

 

• Organisation / Role 

 

 

• If I joined the NHS again I would be a …….. 



 
Ice-breaker Group Exercise 

• Think about  a working  day last week  

 

• What were the things that made it difficult to  

    do your job ? 

 

• Reflect for a moment and then discuss with the person 
sitting next to you. 



My definition of Human Factors 

………………………………….. 

 

How safe is my organisation, (use a x)   
1 (low)                                                                          10 (high) 

 

How safe is it to speak up in my organisation 

1 (low)                                                                          10 (high) 

 

 



Quality Improvement defined 

 

  “the combined and unceasing efforts of 
everyone to make the changes that will lead 
to better patient outcomes (health), better 
system performance (care) and better 
professional development (learning)”  

 
Batalden and Davidoff (2007) 

Transformation of Healthcare – Quality Improvement 

Doi:10.1136/qshc.2006.022046 



QI  

• Not all changes are an improvement  

 

• Involves a substantial shift in our idea of the 
work of healthcare 

 

• Must be informed by generalisable scientific 
knowledge 



QI  

• The settings in which care is actually delivered 
( micro. meso, macro-system) must guide our 
design of change 

 

• To know that change is an improvement  we 
need accurate and powerful measurement  



Human Factors definition 

Human factors encompasses all of those factors 
that can influence people and their behaviour. 
In a work context, human factors are the 
environmental, organisational and job factors 
and individual characteristics which influence 
behaviour at work. 

 

Clinical Human Factors Group. 2009 



Clinical human factors :  
  
“ enhancing clinical performance through an 
understanding of the effects of teamwork, tasks, 
equipment, workspace, culture and organisation on 
human behaviour and abilities, and application of 
that knowledge in clinical settings”. 

  
 

Catchpole K (2010)  

www.chfg.org 



HFE & QI 

• HFE explores a problem by looking at the 
people within a system, their interactions with 
each other and the system and then 
redesigning the tasks, interfaces and system. 

 

• HFE assists structuring improvement  based 
on an appreciation of human capabilities and 
limitations 



Why is Human Factors important? 

 
• Setting the organisational culture  

 

• Support for front line clinical teams 

 

• Not just about patient safety  

 

• Assurance 
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Setting the Example  

 
• Open, transparent approach 

 

• Profile of patient safety and quality 

 

• Support for staff to speak out 

 

• Roles and relationship  

 

• The human impact 

 

 

 
16 



  

 

 
Berwick Review 2013 : a response to Francis  
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There are two primary choices in life;  

to  accept  conditions as they exist or 

accept the responsibility for changing 

them  

 

Denis Waitley  

 

November 2013 
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Concordat Signatories 

 
Care Quality Commission    Department of Health  
 
Health Education England    NHS England  
  
NHS Employers     NHS Trust Development Authority  
 
Monitor      National Institute for Health and Care  
     Excellence  
 
General Medical Council    HealthWatch England  
 
Nursing and Midwifery Council   Public Health England  
 
Social Care Institute for Excellence   NHS Leadership Academy  
 
NHS Litigation Authority  
 
The Parliamentary & Health Service Ombudsman for England 
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Commitment  

 

The NQB  

 

believes that a wider understanding of Human Factors principles and practices will 
contribute significantly to improving the quality of care for patients.  

 

will support  the NHS to optimise leadership, systems and processes, design,  
education and training, regulation and quality assurance, to build a high preforming, 
resilient and efficient healthcare system 

 

 

will provide leadership and oversight for embedding Human Factors principles and 
practices at all levels of the system 
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Moving Forward  
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Next Steps 

 

Step 1  Communicate with commissioners and providers to increase their  

  awareness and understanding of Human Factors, highlighting how the 
  approach can be used to drive improvement in safety and quality  

 

 

Step 2    Scope current capacity and capability in Human Factors and identify  

  what support and development the NHS requires to fully harness the  

  benefits of Human Factors approaches across the system  

 

 

Step 3   Develop programmes of work, based on Step 2, to be taken forward by 
  organisations nationally , regionally and locally to enable the NHS to  
  embed  Human Factors principles and practices in its culture, systems and 
  processes 
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What is happening  

 

 

 

Developing expertise in human factors science  
and root cause analysis to help providers learn from  
Complaints through better understanding of why mistakes 
Happen 
 
 
 
Developing a safety and learning service and  library of 
resources including human factors so that organisations 
can get to the heart of why claims occur and how they can 
be prevented in future 

 
 
 
Ensuring Human Factors approaches are embedded in all  
of its programmes and online materials and included in  
conversations with partners, participants and patients 
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Acknowledgements 

 

The Concordat is the starting point 

 

 

For our ambitions to become a reality  Human Factors principles and practices must 

inform all aspects of the healthcare system 

 

 

Not just about one thing, but multiple actions at multiple levels 

 

 

Commitment  of organisations to  embed in ‘business as usual’ and when things go 

wrong/require investigation to maximise the potential of human factors 

 



 

Organisational Factors 
 

• Conditions of work  

• Nature of the work 

• Poor Design  

• Lack of standardisation 

• Flawed systems and 
processes 

• Inability to give of one’s 
best 

 

Staff Factors  
 

• Experience 

• Training and preparation 

• Supervision 

• Morale 

• Mental and physical health 

• Tiredness 

• Distraction 

• Multi-tasking 

• Resilience 
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Factors that increase potential for error/harm/compassion fatigue  



 
 
 

We can  build positive safety cultures and strengthen 
compassionate care-giving by  

• Communicating  commitment 

 

• Acknowledging the challenges and the costs to our care givers 

 

• Active visible leadership for safety and compassionate care 

 

• Strengthening  service users/patients’ and relatives’ voice in the system 

 

• Actively developing managers’ relational skills 

 

• Investing in Human Factors  awareness and understanding for the workforce 
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•Improvement starts with Me !  

 

•Avoidable harm  ‘Not on my 

Watch’ 

 

•The tone for Leadership for 



discursive exercise 

1. What are the risks in your organisation? 

 

 

 

 

1. How long have they been identified? 



 

  

 
 

 

 

 

www.youtube.com/watch?v= 

http://HnbNcQlzV-4 

 
 
 

Lucille 
Reflections on the pressures  

of the NHS 



SGW- discursive exercise 

1. What do we permit – that we would rather 
not accept 

 

2.  On your tables discuss what keeps you awake 
at night?  



 
  
 
 
 
 
 
 
 
 

Error & Harm in Healthcare 
Understanding the Principles 

of Accident Causation 
Professor Jane Reid 

  
 

 
 



Background/ Setting the Scene 

Kohn 1999 Donaldson 
2000 

Francis 
2013  



 
NHS facts and figures 

A day in the life of the NHS, each day….. 

 

• 1.5 million  Patients seen by 1.3 million staff 

• 1.9 million  Prescriptions issued 

• 50,000   A& E attendances 

• 28,000   Sight tests 

• 124,000   Outpatient consultations 

• 836,000   General Practitioner consultations 



Unacceptable variation 
in quality of  patient 

experience and clinical 
outcome   



Recognising the problem ? 
  

 Up until ten years ago, it was not generally recognised  that 
a significant number of  patients were harmed not as a 
result of underlying illness,  or disease,  but as a result of 
their treatment  

 

 

 Vincent et al 2001 



 
Understanding the problem 

 Analysis of AE’s/harm highlights that non-
technical aspects of performance and team 
relationships  play a contributory role in the 
multi-faceted nature of adverse events 

 

 

Vincent 2001 



some stories….. 
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Avoidable Harm 
The size of the problem? 



Reported incident types in England,  
July 2014 to June 2015 (NPSA) 



Reported degree of harm to patients in England 
July 2014 to June 2015 (NPSA) 



Gaps  
 

Patient safety reports 2003-June 2015 

Hospital 

Mental health 

Community 

GP 



Care of Older People 

 
• size of the problem 

– 25% of >75s experience healthcare associated harm each 
year 

– 5% of admissions = preventable adverse drug events 

 

 

• impact of safety incidents 

– 73% of adverse events in >75s required some 
intervention 

 

Series of 4400 patients 

with 1400 adverse events 



Safe 

• Reduce avoidable harm focussing on: 

• Physical assaults on patients and staff 

• Pressure ulcers 

• Medication Errors 

• Patient Falls 

• Suicide prevention and reducing self-harm  

• Reduce restrictive practice to ensure the  ‘least restrictive’ principle is 
applied for all patients 

• Effective implementation of the Trusts Think Family Strategy 

Caring 

• Ensure the overall experience of patients, carers and service users and staff 
is positive and consistent across all Trust services  

• Improve experience through better management of complaints 
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Effective 

• Improve monitoring of clinical outcomes consistently across all services to 
improve the health and quality of life of our patients and service users 

Responsive 

• Ensure timely access to services which are provided from a choice of 
appropriate locations  

 

Well-Led 

• Understand the impact that cost improvement programmes (CIPs) have 
on the quality of service provision and ensure identified risks are 
managed. 

• Ensure services have the right number of staff with the right skills to 
deliver high quality care 

• Ensure the Trust has a culture that encourages staff to have the ‘freedom 
to speak up’ 
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Healthcare Systems 

Input ? Output 



Sources of system error/ 
failure 

• Multiple ‘players’ with potentially different goals and 
assumptions 

 

• Safety features, defenses become degraded over 
time 

 

• Environmental conditions, expectations, and 
demands change over time 



Sources of system error/ 
failure 

• Actual operations are more complex than our design 
models 

 

• System elements interact in unexpected ways 

 

• Procedures, tools, and materials are used in ways 
not anticipated 



Behaviours contributing 
- to error/harm 

•   failures in decision making 

•   poor teamwork 

•   deficits in interpersonal skills 

•   lapses in situational awareness 

•   lack of  coordination  or cooperation 

•   lack of clarity of,  or ineffective leadership 

•   inconsistencies in process/procedure 

 
Gawande et al 2003, Studdert et al 2006,  Christian et al 2006,  



 

Catchpole et al. (2006). 

 Identification of systems failures in successful paediatric cardiac surgery. 

 Ergonomics   49(5-6). 







James Reason – Collective mindfulness 
‘Humans as hazards – humans as heroes’ 



Safety 1 and the 
 Swiss cheese model 



SGW  

Table top CDU scenario for discussion 

 and  

plotting onto the Swiss Cheese Model 



 
Swiss Cheese in Real Life 



 
 
 
 

Error/avoidable harm  producing conditions 

 

 

• Stress 

• Fatigue 

• Interruptions / distractions 

• Time pressure 

• Poor design / interface 

• Quality & quantity of Information 

• Fragmentation 

• Unfamiliarity  



 
 
 
 

Human Error Rates 

Activity Rate 

Error of commission   3/1000 

Error of omission (without reminders) 

 
1/100 



 
The nature of work 

What 
actually 
happen
s 

What 
manage
ment 
thinks 
happens 

Management 
Gap 

Gap between work 
descriptions and work as it 

is actually done 
 

 

Work as 
imagined 

Work as 
done 



Resilience/Safety 2 

 

• The ability to make decisions and direct 
(the limited) resources to minimise the 
risk of harm, knowing  that the system 
(hospital/service/GP Practice) is 
compromised because it includes 
sometimes faulty equipment, imperfect 
processes, and fallible human beings 

 

 



Resilience/Safety 2 

• A resilient system (hospital/service/GP 
Practice) is one that continually revises 
its approach to work in an effort to 
prevent or minimise failure 

 

• Constantly aware of the potential for 
failure 
 

 

 



 
 
 

Resilience/Safety 2 
 

  

 

   We need to recognise that safety and 
error/avoidable harm come from the 
same place  

 

 



 
 
 

The nature of work 

What 
actually 
happens 

What 
manage
ment 
thinks 
happens 

Manage
ment 
Gap 

Safety 

Informal 
work 
systems 

 

? 



 
 
 

Resilience/Safety 2 
 

  

 

   We need to recognise that safety and 
error/avoidable harm come from the 
same place  

 

 





 

  

 
 

 

 

 

 

 

Violation & Migration 

A source of  

Avoidable Harm and  Institutional Failure 



 

  

 
Points to consider  

 

Do you know when the organisation/individual services/units of care, are at 
the margins of safety ? 

 

How do you know if the margins of acceptable care are under threat and/or 
breached? 

 

Does the Board acknowledge and own the organisations  

productivity/safety trade-offs? How are the impacts of trade offs measured? 

 

What is the point at which you will ‘stop the line’? 



 Who in the room always drives  
within the required speed limit? 



 
 

PERFORMANCE 

ACCIDENT 

Systemic Migration to Boundaries 
V

ER
Y

 U
N

SA
FE

 S
PA

C
E 

The speed 
limit is  
30 mph- 
the ‘legal’ 
space 

Belief 
Systems 

Life Pressures 

INDIVIDUAL BENEFITS 

 
 

Driving 35 
mph- the  
‘Illegal-
normal’ 
space 

Driving 
50 mph – the 
‘illegal-illegal’ 
space (for 
almost all of   
    us!) 

Perceived 
vulnerability 



 
 

Managing Behavioural Choices: 
Everyone Takes Risks, Every Day 

RISK SOCIAL UTILITY 



 

Q&A  
 
What risks have you taken/or are you 
taking  ? 
 
 
Are you confident that you can 
discriminate the risk  
thresholds for the organisation ? 



Perception 



Who judges risk and behaviors?  

• Risk = Severity x Likelihood 

• Safety ~  Reasonableness of Risk 



 
Q&A  

 
Do you know where your organisation and its people drift ? 

 
Are you confident that everyone appreciate what drift is? 

  
How close to the margins of safety are you prepared to drift? 

 
What is your ‘thermostat’ for margin assessment ? 

 
How confident are you that drifting is a tightly managed 

exception vs the organisational norm - simply ‘the way we do 
things around here’ 



Managing access to services 

• What is your policy and practice for assuring access? 

 

• How often do you breach ? Where are your challenges? 

 

• Do staff engage in workarounds ?  

 

• Are violations endorsed and owned by the board? 

 

• How far is it safe to migrate? What level transparency, 
ownership and corporate culpability?  

 



How might this happen ? 



 
 

PERFORMANCE 

ACCIDENT 

Systemic Migration to Boundaries 
V

ER
Y

 U
N

SA
FE

 S
PA

C
E 

Patient gets to 
an 
appropriate 
bed within 4 
hours 
 
the ‘legal’ 
space 

Belief 
Systems 

Performance  
targets 

INDIVIDUAL BENEFITS 

 

Patient admitted 
to a bed but the 
mixed sex rule is 
breached 
 
‘illegal-legal’ 
space (for 
almost all of   
    us!) 
 

 

Patient nursed 
in store 
cupboard 
the ‘illegal-
illegal’ space 
(for almost all 
of  us!) 

 
 
 

Perceived 
vulnerability 



 

  

 
 

 

 

 

 

 
 
 

Reflections on the pressures of the NHS 



 
 

System production 
 
Commercial stress 
 
Coping and resiliency 
 
Individual advantages 

Performance must  
be understood in a broad context 



Productivity 

• Migrations/violations are often seen first as 
benefits with immediate payback 

– saving time 

– increasing productivity 

 

• Tension between following protocol and 
productivity 



 
 

Results of Migration  

• Migrations lead to a large range of illegal 
practices 
 

• Over time these become “normal ”  for the 
system - stabilized 
 

• All stakeholders in the system migrate and 
violate 
– Migrations differ for individuals and roles 
– E.g. senior management or actors in the field 



What not to do 

Don’t conclude “Policies must be stricter, clearer, and 
implemented”  

– Individuals make cost/benefit decisions on compliance. 
Too stringent implementation can lead to 
violation/migration. 

 

Don’t resort to exhortation “Work Harder/Better” 

– Don’t just send a memo about the old, written rule 

– Take a systems view 



 
 

PERFORMANCE 

ACCIDENT 

Managing Migrations 
V

ER
Y

 U
N

SA
FE

 S
PA

C
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INDIVIDUAL BENEFITS 

‘Illegal-Illegal’ 
Space 
 
Never/ 
Sometimes 

1. Individual or collective 
experience of incidents, share 
stories 
Agree stop rule to migration 

2. Acknowledge 
individual 
variation in risk 
acceptance.  
System response 
required 

3. Forbidden 
space, except 
under extreme 
pressure/ 
conditions 

4. Agreed 
forbidden 
space for all 
staff 

Accept and adapt 
protocols and defences 

Suppress triggering 
conditions 

 

Build Human Factors 

Reliability 

Add defences 
and Just Blame 

‘illegal –
normal’ 
space (for 
most of  us)  
always/ 
sometimes! 

 

Expected safe 
‘legal’  space  
 
as defined by 
professional 
standards 

 



Human error 

 

 

“We can’t change the human condition, 
but we can change the conditions under 

which humans work” 

 
James Reason 



 
A systems approach 

• make it easier to do the right thing 

 

• make it harder to do the wrong thing 

 

• redesign processes, to allow you to spot & stop 
errors reaching the patient 



A systems approach 

Factors Influences 

Patient Condition (complexity & seriousness) 
Language and communication 
Personality and social factors 

Task and Technology Task design and clarity 
Availability and use of 
Availability and accuracy 
Decision-making aids 

Individual (staff) Knowledge and skills 
Competence 
Physical and mental health 

Team Factors Verbal communication 
Written communication 
Supervision and seeking help 
Team structure (congruence, consistency, leadership) 



A systems approach 

Factors Influences 

Work Environmental Staffing levels and skills mix 
Workload and shift patterns 
Design. availability and maintenance of equipment 
Administrative and managerial support 
Environment 

Organisanonal & 
Management 

Financial resources & constraints 
Organisational structure 
Policy, standards and goals 
Safety culture and priorities 

Institutional Context Economic and regulatory context 
National health service executive 
Links with external organisations 



A systems approach 

Conduct review of organisation 
– Are processes simple and standardised? 

– Are failure identification and mitigation systems in place?  

 

Conduct a task analysis 
– How many interruptions are there during the work shift? 

– How complex are the tasks or instructions? 

 

Conduct human factors audits 
– Noise levels; distractions; design of workspace; label format; work hours and 

reviews 

 

Train staff in human factors awareness  

 



 

  

 
 

 

 

 

 

 

 

 

Human Error  

Our Buckets 
 

 

Professor Jane Reid 

  

 

 



Human Error 

• “Failure of planned actions to achieve their 
desired ends” (Reason 1990) 

 

Plan Actions Outcome 

Planning  

mistakes 

Execution  

errors 



Necessary Violation 

Optimising Violation 

Routine Violation 

Knowledge-Based 
Mistakes 

Intended  

Action 

Errors /  

Unsafe Acts 

Human Error Taxonomy 

Unintended 

Action 

Slip 

Lapse 

Mistake 

Violation 

Attention 

Failures 

Memory 

Failures 

Rule-Based 

Mistakes 



Skill-based slips & lapses 

 

• Often due to inattention and distraction 

• Double capture slips 

• Omission following interruption 

• Reduced intentionality 

• Perceptual confusion 

• Interference problems 



Rule-Based Errors 

• Application of a good rule to the wrong situation 

 

• Situation not well specified 

 

• Cognitive overload 

 

• Situation is an exception to a robust rule 



Knowledge-Based Mistakes 

 

• Inadequate understanding of situation 

 

• Bounded rationality 

 

• Difficulty in creating complete and accurate 
mental representations of the problem space 

 

• Heuristic strategies to cope with and reduce 
complexity may result in mistakes 



Summary 
 

Human Error 
Type 

 

Typical Forms 

 

Common Prevention 
Strategies 

 

Slip / Lapse 

•Double capture 

•Omission 

•Interference 

•Perceptual Confusion 

•Minimise interruptions 

•Forcing functions 

•Colour-coding, highlighting 
differences 

•Checklists, memory aids 

 

Rule-Based 
Mistake 

•Strong-but-wrong 

•Exception to rule 

•Cognitive overload 

•Minimise / highlight 
exceptions 

•Provide feedback 

•Manage workload 

 

Knowledge-
Based Mistake 

•Confirmation bias 

•Out of sight, out of mind 

•Encystment 

•Vagabonding 

 

•Decision support 

•Team work & CRM training 



Human error 

The search for and understanding of errors has 
not made patient care much safer 

 

 

Error is normal 

 ...  what are you going to do about it? 



‘Three bucket’ model for 

assessing risky situations (Reason, 
2004) 

1 

2 

3 

SELF CONTEXT TASK 

The fuller your buckets, the more likely something will go 
wrong, but your buckets are never empty.  



Self Bucket 

Level of knowledge training 

Level of skill 
competence and 
experience 

Level of experience 
involuntary automaticity, 

under/over confidence 

Current capacity to do the task 
fatigue, time of day, 
distractions, feelings 



Equipment and devices availability, familiarity 

Physical environment 
lighting, noise, 
temperature 

Workspace 

 
working environment, 
writing space, layout 

Team and support 
leadership, stability and 
familiarity, trust 

Organisation and management 
safety culture, goals, 
targets and workload 

Context Bucket 



Task 
complexity 

calculations, multiple 
cognitive tasks 

Novel task unfamiliar or rare events 

Process task overlap, multi-tasking 

Task Bucket 



‘Three bucket’ model for 

assessing risky situations (Reason, 
2004) 

1 

2 

3 

SELF CONTEXT TASK 

The fuller your buckets, the more likely something will go 
wrong, but your buckets are never empty.  



Adapted from REASON, 2005 

People 

Environment 

Workspace  

Task 

Equipment 

Staff  
 

Patients 

The ‘system’ 

Factors within 
the healthcare 
system that 
could  
potentially 
lead to harm  

Staff act as 
harm 
absorbers 

Organisation 



Understanding & measuring patient safety 

Take a broader view 

Use information appropriately 

Prioritise deliberately 

Be more proactive 



So many questions! 

• How many of our patients are 
harmed? 

• Which areas need most attention ? 

• What’s causing adverse events ? 

• What changes could we implement? 

• Are the changes an improvement ? 



 
 
 
 

Non-Technical Skills 
&  

Safety Solutions 
 
 

 

 

 





 
 
 
 

In 1979, the National Aeronautic and 
Space Administration convened 

workshops to examine the role of 
human error in airline crashes based on 

information collected from aviation 
accidents that occurred during the 

1970s.  

 

 

 

 



Columbia 1983 
Challenger 1986 



Here are some extracts from the Investigation Report … 



“  The organizational causes of this accident are rooted in the 
Space Shuttle Program’s history and culture….  

…Cultural traits and organizational practices detrimental to safety 
were allowed to develop, including:  

 

• reliance on past success as a substitute for sound engineering  

 

• organizational barriers that prevented effective 
communication of critical safety information and stifled 
professional differences of opinion …” 



 
 
 

Research into (patient)  
outcomes has focused primarily 
on the role of patient risk factors 

and the skills of the individual 
clinician 

 



 
 
 

This approach neglects a wide 
range of factors such as 
teamwork and effective 

communication. 

 

 

 



Types of Medical Error 

Types of error 
 

• Cognitive Errors     distraction/fatigue/stress 

 

• Communication Failure  46% of AE’s  
           Gawande, A.A., Zinner, M.J., Studdert, D.M., & Brennan, T.A. (2003). Analysis of errors reported by surgeons at three 

teaching hospitals. Surgery, 133(6), 614-621 

 

• Teamwork failure 
           Risser, DT, Rice, MM, Salisbury, ML, Simon, R, Jay, GD, & Berns, SD (1999). The potential for improved teamwork to reduce 

medical errors in the emergency department. Annals of Emergency Medicine, 34(3), 373-383. 

 



0.25 General error in high stress when 
dangerous activities occurring rapidly 

0.1 Personnel on different shifts fail to check 
hardware unless required by checklist 

0.1 Monitor or inspector fails to detect error 

0.03 Simple math error with self-checking 

0.003 Error of omission when items imbedded in 
a procedure 

0.01 Error of omission without reminders 

0.003 Error of commission (misreading a label) 

Probability Activity 

Salvendy G. Handbook of human factors & ergonomics 1997. 



 
 
 

Human Factors Principles & 
Systems Design 

 

 

 
• Avoid reliance on memory and vigilance 

 

• Simplify 

 

• Standardize 

 

• Use constraints and forcing functions 



 

 

 

Strategies & 
Tools to  
Enhance 
Performance & 
Patient  
Safety 



Common areas of safety training  that we have 
learned from Aviation 

• Assertiveness 

• Checklists  

• Communication  

• Conflict Resolution 

• Critical Language 

• Decision Making 

• Disclosure 

 

• Error Mitigation 

• Human Factors  

• Leadership 

• Normalisation of 
Deviance 

• Situational Awareness  

• Stress and Fatigue 

 

 



BARRIERS 
 

Inconsistent Team  Membership 

Lack of Time 

Lack of Information Sharing 

Hierarchy 

Defensiveness 

Conventional Thinking 

Complacency 

Varying Communication Styles 

Conflict 

Lack of Coordination and Follow 

Up with Co-Workers 

Distractions 

Fatigue 

Workload 

Misinterpretation of Cues 

Lack of Role Clarity 

    TOOLS & STRATEGIES 

Brief 

Huddle  

Debrief 

STEP 

Cross Monitoring 

Feedback 

Advocacy and Assertion 

Two-Challenge Rule 

CUS 

DESC Script 

Collaboration 

SBAR 

Call-Out 

Check-Back 

Handoff 

OUTCOMES 
 

Shared Mental Model 

Adaptability 

Team Orientation 

Mutual Trust 

Team Performance 

 

Patient Safety!! 

 



The Two Challenge Rule 

 
Developed to help airline captains prevent disasters 
caused when otherwise excellent decision makers 
experience momentary lapses in judgment.  
 
In clinical practice,  team members should 



Using the Two Challenge Rule 

 

It is your responsibility to assertively voice your concern at 

least two times to ensure that it has been heard 

 

The member being challenged must acknowledge 

 

Provide supporting information with second challenge 

 

If the outcome is still not acceptable 

Take a stronger course of action 

 Use supervisor or chain of command 
 



 

  
 
 

Please Use CUS Words 
but only when appropriate! 



Huddle 
Problem solving 

– Hold ad hoc, “touch-base”  
meetings to regain  
situation awareness 

– Discuss critical issues  
and emerging events 

– Anticipate outcomes  
and likely contingencies 

– Assign resources 

– Express concerns  





Speaking up 

• Sounds easy? 
– NHS Hierarchal and tribal 

– Relationships and trust 

– Culture transparent / cover ups? 

– Management and leadership styles 

– Staff fear blame / how safe is it to speak up 

– Compassion fatigue 

– ?professional accountability – values & reality  
• Mutual accountability 



Being counted 

CUSS 
 

I am “Concerned” 

I am “Uncomfortable” 

“This is a safety issue!” 

STOP this is a patient safety issue! 

 
Use with awareness and caution, act ingwith integrity and 
professionalism  

 



 
Team Working = Patient Safety 

The benefits of effective team working are well 
documented and include 
 
• Enhanced patient safety  
• Increased performance 
• Cost effectiveness 
• Staff and patient satisfaction 
 
 
Effective teams are mutually accountable, 
interdependent, committed to a common purpose 

 



www.wessex.hee.nhs.uk 

How many tribes in a Trust? 



Training = performance 



We all have off days  
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Maintain Identity: 

 

‘See who I am’ 

Compassionate safe Care  
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Creating 

Communities: 

  

‘Connect 

with me’ 

Compassionate   safe Care  
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Share Decision 

Making: 

 

‘Involve me’ 

Compassionate   safe Care  



To  
take 

Home 
In 5 



1 
Instil pride back in all aspects 

of patient safety and value 
those that are working in this 

area 



2 
Care for the people caught 

up in incidents 



3 
Learn to listen 



4 
Resist the pressure to find 

a simple explanation 



5 
All we want is a 

conversation one human 
being to another 



 
To  

take 
 

home 

in  

321 



If you just watch 
two  

videos  
 

The Moral Era – 

Keynote by Don 

Berwick at the 2015 - 

27th National Forum On 

Quality Improvement in 

Healthcare – You tube 

Transparency, Compassion, 

and Truth in Medical Errors: 

Leilani Schweitzer  

TEDx University of Nevada 



If you just read  
one  

article 
 

The problem with… incident reporting 
Carl Macrae 

BMJ Quality & Safety Online  



If you just read 
three  
books 

 
 



 
 

patients and families….. 
the human impact 



Compassionate  safe Care  




